maintained that the concept of schizophrenia is clarified if it is viewed as a continuum of social behavior encompassing a wide range of malignancy from quite transitory to permanent social maladaptiveness. Various terms for this continuum are "reactive-process schizophrenia," "good-poor premorbid adjustment," and high versus low social competency. The reactive, good premorbid, or high competency patients represent transitory social maladaptation, while their counterparts reflect chronic and relatively permanent social inadequacy. The importance of this distinction lies in its high degree of correlation with recovery of functioning (Becker, 1959; Farina & Webb, 1956; Phillips, 1953) .
Of the methods developed to assess this 1 This study is based on a dissertation submitted in partial fulfillment of the requirements for the PhD at Fordham University. The author is indebted to the members of his doctoral committee, especially James C. Higgins, Chairman, for their assistance and guidance. The writer is also appreciative of the help he received from Evelyn Crumpton and others on the staff of the Brentwood Veterans Administration Psychosocial Hospital, Los Angeles. Computer assistance was obtained from the Health Sciences Computing Facility, University of California, Los Angeles, sponsored by National Institutes of Health Special Research Resources Grant RR-3.
2 Requests for reprints should be sent to Charles McCreary, who is now at the Department of Psychiatry, University of California, Los Angeles, School of Medicine, Los Angeles, California 90024. distinction, the Phillips scale is the most frequently used device and has demonstrated the most heuristic value (Stephens, O'Connor, & Wiener, 1969) . This scale defines social maladaptiveness primarily in terms of premorbid psychosexual history, and it is calculated from information in case records. Garfield (1967) suggested that the scale is redundant and claimed that marital status alone may be as good a measure of the dimension. However, Farina (1967) maintained that the Phillips scale as well as other premofbid adjustment scales reflect something more than marital status alone. DeWolfe (1968) criticized the scale's reliance on records, claiming that current hospital records tend to neglect historical data and that there is an increasing variability in the quality of records from one hospital to the next.
In light of the objections to the Phillips scale, Ullmann and Giovannoni (1964) developed a self-report measure of the premorbid adjustment dimension. Johnson and Ries (1967) and Watson and Logue (1969) found that the self-report scale correlated highly and significantly with the Phillips scale, while Magaro (1968) found an insignificant correlation even though both measures showed adequate reliability. Magaro's sample consisted of chronic male schizophrenics, and he explained his result by inferring that chronics prefer to present themselves as more ill than others do in order to remain in the hospital. However, Magaro's insignificant correlation could have happened if his subjects were extremely homogeneous on the process-reactive measures relative to subjects in studies reporting significant relationships. Unfortunately, he did not report the variances of his subjects.
The first objective of this study was to compare four measures of the distinction: The Phillips scale, the Ullmann-Giovannoni scale, marital status, and the Zigler-Phillips (1962) Social Competency Index. The latter device, developed to assess competency in the normal population, was included to see if such a measure was related to the techniques derived from work with schizophrenics. The criteria for selecting the best device include the following: The measure showing the greatest amount of intercorrelation with the other techniques, especially the well-established Phillips scale; the device applicable to the largest number of appropriate cases; and the measure requiring the least amount of time for administration.
The second major goal was to investigate whether the dimension reflects personal (social competency) or situational (social class) variables by assessing its correlation with socioeconomic factors. Research on this relation has been contradictory. Allyon (1971) and Lane (1968) found that membership in the lower class was significantly related to process ratings, while Chapman and Baxter (1963) found a relation between higher class status and process ratings.
Most researchers (Kantor & Herron, 1966 ) have explained the poor prognosis of process patients by attributing to these patients a relative deficit in social competency (coping skill). However, if process patients are more often from disadvantaged social backgrounds, their poorer prognosis actually may represent the lack of opportunity for high level social functioning of lower socioeconomic classes. Turner and Zabo (1968) found a relation between marital status and social competency index scores of schizophrenics and good prognosis in the expected direction; however, they question whether the relation signifies that the married patient is more capable of coping with his environment. Rather, such a person, having more social contacts and a more advantaged environment, can be seen as having social supports enabling him to stay out of the hospital.
This study compares process versus reactive patients on current socioeconomic status, status of their fathers (background), and differences between their own and their father's status (social mobility). Evidence for regarding the dimension as reflecting a personal characteristic could be inferred if process patients have lower socioeconomic status than reactives while showing downward social mobility and no difference in socioeconomic background. That is, their lower social functioning would be a result of the failure to develop social competency for personal reasons rather than because of a disadvantaged social environment. However, if process patients had lower class backgrounds than reactives while showing no difference in social mobility, evidence would be obtained for regarding the dimension as reflecting situational characteristics.
METHOD Subjects
The sample for this study consisted of 103 male veterans hospitalized with the diagnosis of schizophrenia, between the ages of 24 and 54. Subjects who scored below an IQ of 85 and who could not read or write were not included. Patients who were addicted to alcohol or drugs or who showed neurological indications were rejected. All subjects were admitted to the hospital within the previous eight months from the start of the study. All were taking major tranquilizers as part of their hospital treatment.
The Ullmann-Giovannoni scale was used to define patients for the comparison of social class differences. Since the dimension is continuous, a middle range of scores (12 and 13) on the Ullmann-Giovannoni scale was eliminated (13 patients) in order to insure adequate separation of subjects. The two resulting groups of process and reactive patients were evenly balanced in terms of race and religious background. The poor premorbid group had 13% Negroes, while the good premorbid group had 15%. Process patients consisted of 67% Protestants, 28% Catholics, and S% Jews, while the reactives included 69% Protestants, 27% Catholics, no Jews, and 4% expressing no religious affiliation.
The two groups were not equivalent in terms of subclassifications of schizophrenia. Reactive patients most often were described on admission as paranoid (47%), while process patients were most often classified as chronic undifferentiated (55%). The remainder of the reactive patients were chronic undifferentiated (35%) and "other" (18%) while the rest of the process patients were paranoid (31%) and "other" (14%).
The two premorbid groups were compared to see if there were significant differences in average age, mean Shipley-Hartford vocabulary level, mean time in the hospital since their most recent admission, average number of previous hospitalizations, and years spent in psychiatric hospitals (Table 1) . Age and vocabulary differences were not significant according to a I test. Since values were highly skewed on the three hospitalization history factors, nonparametric tests of differences were performed. Although poor premorbid patients had spent twice as much time in psychiatric hospitals as goods, a Kolmogorov-Smirnov test of the difference between the two cumulative distributions of time in the hospital did not produce a significant difference. None of the other comparisons showed significant differences.
Measures
The Ullmann-Giovannoni self-report scale (Ullmann & Giovannoni, 1964 ) is a 24-item, true-false questionnaire which is scored by counting the number of items answered in the reactive direction. Eight items are false and 16 are true in this direction. A score of 13 or above is in the reactive range, while 12 or below indicates the process range.
The Phillips Premorbid History Rating Scale (Part I) has items referring to a person's socialsexual history. Five sections contain levels that are assigned values from 1 to 6, with higher values indicating the process direction (Phillips, 1953) . Patients receiving a score of IS or below are regarded as reactive, while those scoring 16 and above are defined as process.
The Zigler-Phillips Social Competency Index has six sections: age, intelligence, education, occupation, employment history, and marital history. See Zigler and Phillips (1962) for details. So.cioeconomic statins was operationally defined by occupational status (Table 2 ). The levels utilized were an expanded version of those used by Zigler and Phillips (1962) . The expansion involved separating the "blue collar" (skilled or service) from the "white collar" occupations (clerical or sales) by putting the latter into a higher category. Hollingshead and Redlich (1958) and Nuttall and Solomon (196S) made this distinction and found it meaningful for schizophrenics. Background was defined by the occupational levels of fathers of the patients, and mobility was assessed by differences between their own and their fathers' levels.
Procedure
Patients were seen in groups of 8-10 and were given the Shipley-Hartford Vocabulary test, the Ullmann-Giovannoni scale, and a brief questionnaire regarding certain background social data on themselves and on their fathers. Those patients who received an IQ of above 85 were rated on the Phillips scale from information in their case records. The Ullmann-Giovannoni scale was scored after the Phillips ratings were calculated so that the UllmannGiovannoni scores would not influence the ratings. Social competency index scores were then obtained from data in the brief questionnaire, IQ results, and from information in the patients' charts. Patients' reports of their marital status were checked for reliability against information in their case records; only one discrepancy was found.
RESULTS

Comparison of Scales
Intercorrelations of the various measures of social competency are presented in Table 3 . All correlations are significant beyond the .01 level. Phi coefficients were calculated to relate marital status (dichotomized as never married versus married once or more) with the other measures.
There was insufficient information in the records of 35 patients to obtain Phillips scale ratings and data were insufficient for four patients to calculate the social competency index. A test of the significance of the difference between rs reveals that the correlation of the Ullmann-Giovannoni and Phillips scales was significantly higher than the correlation of the social competency index with either of these scales. The difference between the correlation of the Ullmann-Giovannoni scale and the Phillips scale was significant at the .OS level for the social competency index and the Ullmann-Giovannoni scale and at the .01 level for the social competency index and Phillips scale.
Socioeconomic Background Differences
There was no significant difference between premorbid groups in terms of the occupational categories of their fathers; however, good premorbid patients attained occupations significantly higher (Kolmogorov-Smirnov = .30, p < .05) than poor premorbid patients. Also, while good premorbid patients showed no significant difference in occupational level compared to their own fathers, the poor premorbid group reported a significantly lower level than their own fathers (KolmogorovSmirnov = .33, p < .05). In addition, there were no significant differences between groups in terms of their own or their fathers' educational levels. However, both groups reported that they had achieved significantly higher educational levels than their own fathers (process: Kolmogorov-Smirnov = .32, p < .05; reactive: Kolmogorov-Smirnov = .3 1 , p
DISCUSSION
Which Scale Should Be Used?
Since the Phillips and Ullmann-Giovannoni scales correlated highly and significantly, it appears that they can be regarded as assessing the same phenomenon on the population studied. This high correlation agrees with the results of Johnson and Ries (1967) . The Phillips ratings were difficult to obtain due to inadequate information in many of the patients' charts. One method to overcome this inadequacy is to obtain Phillips ratings from individual interviews with patients. This procedure is time consuming and appears inefficient in light of the Ullmann-Giovannoni scale's method of group administration. The individual interview procedure may be necessary in settings where patients are unable to cooperate in making their own self-reports. DeWolfe (1968) developed a group-administered self-report questionnaire obtaining the information that enabled judges to make Phillips ratings. The Ullmann-Giovannoni scale seems preferable to this approach since it obtains a score directly from the self-reports, thereby avoiding any confounding effects of the additional judgments. The Ullmann-Giovannoni scale appears more useful than the social competency index for the sample studied since the UllmannGiovannoni and the Phillips scales correlated with each other significantly higher than the social competency index correlated with either scale. The Phillips scale has been preferred by most researches as the best measure of the process-reactive dimension. Phillips (1968) regarded the social competency index as applicable to the general population. The social competency index contains several factors (age, education, and IQ) which were not found to discriminate between process and reactive patients defined according to the Ullmann-Giovannoni scale. Although it may be appropriate to regard intellectual skill as part of social competency in the general population, it seems important in schizophrenics to distinguish intellectual from social skills. If schizophrenia can be considered as lying on the lower end of a general competency dimension, it appears logical to regard the UllmannGiovannoni scale and the Phillips scale as more precise measures of the dimension applicable to a restricted range of the population.
Although the differences between the correlation of the Ullmann-Giovannoni and the Phillips scales and the correlation of marital status with each of these scales were not significant, there is some evidence to support the use of the Ullmann-Giovannoni scale over marital status. In this study there were 34 out of 90 patients married at least once. Only five were poor premorbids and of these all were divorced. However, 16 of the 56 single patients were able to demonstrate good premorbid status on the Ullmann-Giovannoni scale. This scale contains items referring to a broad range of competency behaviors (adolescent socialization, occupational stability, etc.) so that even though a person is not married, he may demonstrate a high level of social competency in terms of these other factors. Although it may take a high level of social competency to form a marital relationship, the lack of a spouse does not necessarily imply poor social competency. Marital status represents a dichotomous behavioral state and seems too unidimensional to serve as the preferred measure of social competency except where a quick and efficient screening device is desired.
Personal versus Situational Factors
The pattern of findings on the socioeconomic backgrounds of patients and their fathers reveals no evidence of background differences between groups. However, reactive patients were found to be functioning at a higher current status than process patients, and process patients demonstrated downward social mobility while the reactive group showed no mobility. This pattern lends support to the hypothesis of regarding the process-reactive distinction as reflecting personal rather than situational characteristics for the sample studied.
The increase in educational levels of both groups in relation to their own fathers most likely reflects the usual increase from one generation to the next found in the United States during the last SO years (U.S. Bureau of the Census, 1971). Further research is needed to clarify whether the increase is at the same pace as in the general population.
